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As stated in the standards for arthritis patient edu- 
cation recently developed by a task force of the Na- 
tional Arthritis Advisory Board in the United States 
(1,2), patient education can improve the lives of pa- 
tients with rheumatic diseases. Patients need a formal 
body of knowledge and skills in order to manage the 
disease on a day-to-day basis. These standards give the 
following definition of patient education: 
Patient education is planned, organized learning ex- 
periences designed to facilitate voluntary adoption of 
behaviors or beliefs conducive to health. It is a set of 
planned educational activities that are separate from 
clinical patient care. The activities of a patient educa- 
tion program must be designed to attain goals the pa- 
tient has participated in formulating. The primary focus 
of these activities includes acquisition of information, 
skills, beliefs and attitudes which impact on health sta- 
tus, quality of life, and possibly health care utilization. 
This definition, compared to more traditional defi- 
nitions, emphasizes that patient education should lead 
not only to changes in knowledge, but also to changes 
in behavior and in health status. It stresses the impor- 
tance of assessing the needs of the patients and of tai- 
loring patient education to those needs. Indeed, a thor- 
ough analysis of patients’ health problems, of the be- 
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haviors involved with the problem, and of the deter- 
minants of the behavior are needed (3,4). 
A wide range of behaviors can be important in the 
management of rheumatic diseases. Among the behav- 
iors that are thought to influence physical and psy- 
chosocial health status (such as pain, disability, de- 
pression) are adherence to medication regimens, phys- 
ical exercise, relaxation exercises, joint protection mea- 
sures, rest, pain coping strategies, and problem-solving 
(5-9). Studies evaluating the effects of educational in- 
terventions should measure not only changes in knowl- 
edge but also changes in behavior and in physical and 
psychosocial health. 
In various reviews of arthritis patient education pro- 
grams, it has been concluded that educational inter- 
ventions can be effective in changing knowledge, be- 
haviors, and physical and psychosocial health status. 
Patient education programs have consistently been 
shown to increase patients’ knowledge (5,8). Effects on 
behavior and health status are less clear. This is partly 
because so often, only knowledge has been assessed, 
especially in older studies. In recent years, there has 
been increasing attention to behavioral and health sta- 
tus effects. In their 1987 review, Lorig et a1 (8) found 
that 12% of the studies they evaluated examined only 
knowledge, while Hirano and co-workers’ review of 
studies published between 1987 and 1991 (6) showed 
no studies that measured only knowledge. They found 
that since 1987, there was also an increase in the num- 
ber of studies measuring knowledge, behavior, and psy- 
chosocial and physical health status (6). In evaluating 
the effects of patient education on health status, one 
must consider the fact that patient education is pro- 
vided in addition to standard medical care (8). Many 
evaluation studies use control or comparison groups, 
but usually, these comparison groups continue to re- 
ceive standard care (10). So, the effects of patient ed- 
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ucation are always supplementary to the benefits of 
medication or other standard medical care. 
In patient education there has always been the im- 
plicit assumption that changes in behavior lead to 
changes in health status. Several studies have indeed 
shown patient education to be effective in changing 
behavior and changing health status, but the relation- 
ships between these changes are not consistent (5,8). 
Recently, Hirano et a1 (6) concluded that the mecha- 
nisms that make arthritis patient education studies ef- 
fective or the type of intervention or combination of 
interventions that are effective are still not known. So, 
future studies should investigate relevant factors that 
can facilitate or mediate beneficial effects, thereby clar- 
ifying the causal relationship between intervention and 
outcome (54611). It is important that research into the 
effects of patient education is based on theoretical mod- 
els of behavior change (5,lO). The assumptions of these 
models should be empirically tested. 
Self-management 
Patients with chronic rheumatic diseases have an 
important role in the management of their disease. As 
stated in the above-quoted patient education standards, 
patients need skills for managing their disease on a 
day-to-day basis (1,Z). Self-management means that the 
individual assumes preventive or therapeutic health 
care activities, often in collaboration with health care 
professionals (12). It means having, or being able to 
obtain, the skills and resources necessary to best ac- 
commodate to the disease and its consequences (12,13). 
An important aspect of self-management is the collab- 
orative relationship between patients and health care 
professionals. The patient does not stand alone in the 
daily management of the disease. The health care pro- 
fessionals are there to teach and to provide expert 
knowledge and needed skills (13). 
In rheumatoid arthritis (RA), adequate self-manage- 
ment is extremely important. This disease is chronic 
and disabling, and is characterized by an unpredictable 
course, with periods of exacerbation and remission of 
disease activity (14,15). Since RA cannot be cured, the 
goals of treatment and management are the relief of 
pain, the prevention of joint destruction, and the pres- 
ervation or improvement of the patient’s functioning. 
Treatment is usually a combination of rest, exercise, 
and medication (16). This regimen must constantly be 
adjusted to the changing disease activity. Therefore, the 
patient has to learn to adjust rest, exercise, and med- 
ication to disease activity that sometimes varies daily. 
Patient education can help patients make informed de- 
cisions about adjustment in their treatment regimen 
and in attaining the necessary self-management skills 
for dealing with the consequences of their disease. This 
means that patient education aimed at improving self- 
management should teach patients more than adher- 
ence to a treatment regimen of medication and physical 
exercises. Other important skills are the practice of re- 
laxation exercises, joint protection measures, and strat- 
egies for coping with pain and stress. Patient education 
should also include the teaching of more general skills, 
such as decision-making, problem-solving, and com- 
munication. 
Social learning theory and self-management 
The basic assumption of Bandura’s social learning 
theory (17,18) is the concept of reciprocal determinism. 
According to reciprocal determinism, human function- 
ing involves a continuous interaction between behav- 
ioral, cognitive, and other personal factors and envi- 
ronmental influences. 
Applying this model to health and illness means that 
health and illness can be viewed as a result of the 
interaction between biological, psychological, behav- 
ioral, and environmental factors. This model finds its 
analogy in the biopsychosocial model of health and 
illness that was developed by Engel in 1977 (19) as a 
reaction to the traditional biomedical model (18,ZO). 
This view implies that biological, psychological, and 
social variables interact to determine the course of 
health and illness, while the traditional biomedical 
model assumes disease to be fully accounted for by 
biological (somatic) variables (19). 
According to social learning theory, much of an in- 
dividual’s behavior is motivated and regulated by in- 
ternal standards and self-evaluative reactions to the 
person’s own actions (17). Outcome expectations and 
self-efficacy expectations are especially important cog- 
nitive-mediating mechanisms in changing behavior. 
Outcome expectation refers to a person’s estimate that 
a recommended behavior will have a beneficial effect. 
Self-efficacy expectation refers to beliefs in one’s ca- 
pabilities to successfully execute the behavior required 
to produce a certain desired outcome. Outcome and 
self-efficacy expectations are differentiated because 
people can believe that certain actions will produce a 
positive outcome, but if they have serious doubts about 
whether they can perform the necessary activities 
themselves, such information does not affect their be- 
havior. 
Self-efficacy expectations regulate human function- 
ing in diverse ways. Self-efficacy expectations affect 
behavioral choices and the amount of effort people will 
make, and how long they will persevere in the face of 
difficulties. It influences whether their thought patterns 
take self-hindering or self-aiding forms, and affects the 
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amount of stress they experience in coping with en- 
vironmental demands (1 7,21). People’s perceptions of 
their coping self-efficacy have been shown to affect 
heart rate, blood pressure, and serum levels of cate- 
cholamines in threatening situations (22). Bandura 
states that perceived self-efficacy is a significant deter- 
minant of human functioning that operates partially 
independent of underlying skills (17). For example, in 
a study of patients with tension headaches, it was 
found that the benefits of biofeedback may stem more 
from increased self-efficacy beliefs about coping with 
pain than from the muscle exercises themselves. High 
perceived self-efficacy created by the false feedback 
that one is a skilled relaxer and can control pain pre- 
dicted a reduction in tension headaches, while the ac- 
tual amount of change in muscle activity achieved in 
treatment was unrelated to the incidence of subsequent 
headaches (20). In patients recovering from a heart at- 
tack, it was found that perceived self-efficacy regarding 
physical capability is a better predictor of resumption 
of an active lifestyle than cardiovascular capacity 
(1 723). 
Self-efficacy has been shown to be important in re- 
lation to human functioning in various areas, e.g., men- 
tal and physical health, human development, or coping 
with environmental hazards or burglary (1 7,21,24-26). 
Self-efficacy is an important determinant of self- 
management behavior. Self-management involves a 
constant process of making behavioral choices and de- 
cisions. Self-efficacy expectations strongly influence 
these choices and decisions. These expectations also 
determine the amount of effort made, and the persis- 
tence of the effort, in performing self-management ac- 
tivities (1 7,2 7). Interventions to enhance self-manage- 
ment behavior and health functioning should be aimed 
at strengthening self-efficacy expectations. 
How can self-efficacy be influenced? According to 
Bandura (17) self-efficacy expectations are based on 4 
major sources of information. These sources can be 
used by individuals other than the patient, e.g., edu- 
cators, to help enhance the patient’s self-efficacy. 
Performance accomplishments are the most influ- 
ential source of efficacy information because they are 
based on personal mastery experiences. Successful out- 
comes raise self-efficacy expectations. Repeated fail- 
ures undermine feelings of self-efficacy. When learning 
new skills, it is important to break up tasks into smaller, 
more manageable tasks, so that there is a gradual in- 
crease in self-efficacy. Goals should be realistic and 
attainable in order to prevent self-efficacy expectations 
from becoming undermined by failure. In patient ed- 
ucation programs, it is important to have patients start 
with what they are sure they can do (28). For example, 
an arthritis patient who is capable of walking 100 me- 
ters is encouraged to do this 4 times a week, and then 
to gradually increase the distance (28). 
One of the best ways to foster mastery is to have 
patients set personal goals for a specific behavior, and 
to write these goals in the form of a contract with them- 
selves (29). These goals should be realistic and attain- 
able. It is very important to provide patients with feed- 
back about their performance. The combination of goal 
setting (in contracts) and feedback has been shown to 
be particularly effective in strengthening self-efficacy 
and mastering skills (17,30). 
The second source of efficacy information is vicar- 
ious experience (modeling). Seeing or visualizing the 
success of people similar to oneself raises one’s beliefs 
about one’s own capabilities. Patients who are suc- 
cessful in coping with certain problems can act as mod- 
els for other patients (modeling or observational learn- 
ing). This works very well in group education, where 
the group members help each other solve problems 
(2829). When a problem is stated, the leader should 
ask the other group members if anyone ever had a sim- 
ilar problem or has any ideas about how to solve the 
problem. This strategy teaches group members that 
they really are experts and have useful knowledge to 
share. Furthermore, it shows them they do not always 
have to rely on professionals for advice, and may gen- 
erate new solutions not thought of by health profes- 
sionals. 
Modeling is closely related to social comparison pro- 
cesses. According to Festinger (31), people need to 
have stable, accurate appraisals of themselves. When 
objective information for performance accomplish- 
ments is not available, then people will compare their 
performances with those of other people (17). Infor- 
mation about successful performances by persons sim- 
ilar to themselves will persuade observers that they too 
can succeed. Information about the performances of 
dissimilar persons does not necessarily affect self-ef- 
ficacy appraisals. For example, the successes of models 
with superior abilities are viewed by observers as being 
beyond their reach (17). 
Persuasive communication is a third mode of influ- 
ence that can be used to strengthen self-efficacy (17). 
By giving people instructions, suggestions, and advice, 
they become convinced that they have the capability 
to attain goals. This method is used most in patient 
education. However, using the technique to raise un- 
realistic self-efficacy expectations invites failures that 
will undermine expectations of self-efficacy. Persua- 
sive communication is most effective when used in 
combination with other methods. Health educators can 
use persuasion to stimulate patients to gradually set 
their goals higher. In a group, patients can motivate 
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and stimulate each other to start doing new activities. 
Patients not only act as models for other patients, but 
can also persuade and influence them. 
People also rely on information from their physio- 
logical state. They interpret arousal and tension as 
signs of vulnerability to dysfunction (17). People often 
interpret physiological signals (pain, fatigue) as indi- 
cators of personal inefficacy in managing or coping 
with their disease. A fourth way to influence self-ef- 
ficacy, then, is to change people’s physiological reac- 
tions and their interpretation of their own physiolog- 
ical state (21). For example, patients often confuse the 
normal effects of exercise (muscle pain or fatigue) with 
symptoms of their arthritis. Patients have to learn to 
distinguish the pain of their arthritis from the typical 
muscle pain that follows exercise. 
Self-efficacy and rheumatoid arthritis 
In relation to RA, self-efficacy expectations seem to 
be of major importance. The unpredictable course and 
varying disease activity of RA may cause patients to 
view their disease as uncontrollable, leading to lower 
self-efficacy expectations about the “self-management” 
of the consequences of the disease (321. The feeling 
that they cannot control their disease may cause pa- 
tients to experience anxiety and depression. This, in 
turn, can lead to increased perceptions of pain and 
reduced efforts to cope with the consequences of the 
disease or to engage in daily activities. As a result, 
health status will further deteriorate. Educational in- 
terventions aimed at strengthening self-efficacy expec- 
tations about managing pain and other physical or psy- 
chosocial consequences of the disease may lead to bet- 
ter self-management and, eventually, better health sta- 
tus. 
Studies have shown that there are associations be- 
tween self-efficacy expectations and health status in 
arthritis patients, and that changes in self-efficacy are 
related to changes in health status (Table 1). In arthritis 
patients, significant relationships were found between 
initial self-efficacy and levels of pain and disability 4 
weeks later (33). Buescher et a1 (34) studied the rela- 
tionships between self-efficacy beliefs and pain behav- 
iors such as limps, facial grimaces, and guarded move- 
ments that are exhibited by RA patients. Higher self- 
efficacy was found to be related to fewer pain behav- 
iors. The Arthritis Self-Management Program developed 
by Lorig et a1 (35) has been shown to result in increased 
knowledge, more consistent performance of health 
practices, and reductions in pain, However, associa- 
tions between changes in behavior (physical exercise, 
relaxation, walking) and changes in health status were 
weak (36). Interviews with participants revealed that 
those who showed improved health status attributed 
their benefits to an increased sense of personal control 
over the symptoms of the disease. This indicated that 
patient education may work by enhancing feelings of 
self-efficacy. O’Leary et a1 (37) showed that strength- 
ening of self-efficacy expectations in RA patients 
through a cognitiv+behavioral intervention based on 
the Arthritis Self-Management Program was related to 
a reduction of pain, disability, and joint impairment 
and an increase in coping. The patients with higher 
perceived self-efficacy were also the patients who were 
less depressed and less stressed. 
In a cross-sectional study of 86 RA patients, we 
found significant correlations between patients’ expec- 
tations of their self-efficacy in coping with the conse- 
quences of their arthritis and their physical and psy- 
chological health status (38). Furthermore, the amount 
of problems RA patients had in adhering to health rec- 
ommendations was not significantly correlated with 
functional disability, pain, or other aspects of their 
health status. But, we did find significant negative cor- 
relations between the amount of adherence problems 
and patients’ self-efficacy expectations about coping 
with the consequences of arthritis. 
To further study the role of self-efficacy in improving 
health status, Lorig et a1 (39) developed an instrument 
to measure the perceived self-efficacy of people with 
arthritis. They found significant associations between 
self-efficacy and both present and future (4 months 
later) health status (pain, depression, functional dis- 
ability). Furthermore, changes in self-efficacy were re- 
lated to changes in health status. To find out if in- 
creased self-efficacy improved health status, Lorig and 
colleagues developed 3 new versions of the Arthritis 
Self-Management Program, emphasizing physical ex- 
ercise, cognitive pain management techniques, or both 
(29,401. In all 3 versions, self-efficacy-enhancing strat- 
egies based on skills mastery, modeling, reinterpreting 
symptoms, and persuasion were used. Participants in 
all 3 courses demonstrated significant improvements 
in health status (pain, depression, disability) and self- 
efficacy. Changes in pain and self-efficacy from base- 
line to 4 months were significantly different between 
all 3 course groups and the controls. However, no sig- 
nificant differences between the 3 course groups were 
found. Thus, efficacy-enhancing arthritis patient edu- 
cation improved health status independently of the be- 
haviors taught. Based on these findings, a new revised 
arthritis self-management course has been designed 
specifically to enhance self-efficacy. A study with 97 
arthritis patients showed that the revised course pro- 
duced greater increases in health status than did the 
original course (29). 
In The Netherlands, we have developed a group ed- 
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Table 1. Summary of results of studies of self-efficacy and arthritis* 
Author (ref.), 
Year Study sample Method Significant findings 
Shoor and Holman 
(33), 1984 
Buescher et a1 (34), 
1991 
O’Leary et a1 (37), 
1988 
Sample 1: n = 84, 
58% OA, 12% RA; 
Sample 2: n = 166, 
32% OA, 46% RA 
72 RA patients 
30 female F U  patients 
Longitudinal, 4-week interval 
Cross-sectional 
Cognitive-behavioral interven- 
tion; experimental design with 
control group and pre- and 
post-tests 
Taal et a1 (38), 1993 86 RA patients Cross-sectional 
Lorig et a1 (39), 1989 
Lorig and Gonzalez 
(29), 1992, Part A 
Lorig and Gonzalez 
(29), 1992, Part B 
Taal et a1 (9), 1993 
Sample 1: n = 97, 
56% OA, 15% RA; 
Sample 2: n = 144, 
58% OA, 22% RA 
423 arthritis patients 
97 arthritis patients 
57 RA patients 
Longitudinal, 4-month interval; 
self-management intervention; 
experimental design with con- 
trol group and pre- and post- 
tests 
Experimental design with pre- 
and post-tests and control 
group, and 3 efficacy-enhanc- 
ing interventions [exercise, 
pain management, and com- 
bined course) 
One experimental group with pre- 
and post-tests; final efficacy-en- 
hancing self-management course 
Group self-management educa- 
tion; experimental design with 
control group and pre- and 
post-tests (after 6 weeks, 4 
months, and 14 months) 
Cross-sectional: PSE, FSE, and total SE nega- 
tively correlated with pain (VAS) and dis- 
ability (HAQ). Longitudinal: negative correla- 
tions between initial FSE and future 
disability, and between initial total SE and 
future pain and disability. 
PSE, FSE, and OSE related to pain behavior af- 
ter controlling for age and disease severity 
(anatomic stage, joint count). 
Treatment led to increases in PSE, FSE, and 
GSE, and decreases in pain (rating scale) and 
joint impairment (joint count). At post-treat- 
ment, there were correlations between PSE 
and pain, between FSE and disability (HAW 
and joint impairment, and between GSE and 
depression (ZDS), stress (PSS), and coping. 
In the treatment group, changes in PSE were 
correlated with changes in pain; changes in 
FSE with changes in disability and joint im- 
pairment; and changes in GSE with changes 
in coping. 
GSE related to health status (pain, physical, and 
psychological status [Dutch AIMS]). GSE relat- 
ed to amount of adherence problems after con- 
trolling for health status. Health status was not 
significantly related to adherence problems. 
Baseline FSE, PSE, and OSE correlated with 
baseline and 4-month pain (VAS), disability 
(HAQ), and depression (BDI); 4-month FSE, 
PSE, and OSE correlated with 4-month pain, 
disability, and depression. In the treatment 
group, changes in PSE correlated with 
changes in pain, changes in FSE with 
changes in disability, and changes in OSE 
with changes in depression. 
Improvements from baseline to 4 months in the 3 
intervention groups in terms of pain (VAS), dis- 
ability (HAQ), depression (BDI), PSE, FSE, and 
OSE. Greater changes in pain, PSE, and OSE 
for all 3 interventional groups compared to 
controls. No significant differences between the 
3 intervention groups. 
and depression (BDI) than original self-manage- 
ment course (not compared statistically). 
Greater improvements in the experimental group 
compared to the controls at 6 weeks in knowl- 
edge, FSE, outcome expectations, relaxation 
and physical exercise, self-management activi- 
ties, and disability (M-HAQ), at 4 months in 
knowledge, physical exercise, joint tenderness 
(Ritchie articular index), and disability, and at 
14 months in knowledge, FSE, and physical 
exercise. 
Greater changes in pain (VAS), disability (HAQ), 
~ ~~ 
* OA = osteoarthritis; FL4 = rheumatoid arthritis: PSE = self-efficacy (SE) expectations for managing pain: FSE = SE expectations about physical function: 
total SE = total score on PSE and FSE: VAS = visual analog scale; HAQ = Health Assessment Questionnaire; OSE = SE expectations for controlling other 
arthritis symptoms; GSE = SE expectations for coping with the consequences of arthritis in general; ZDS = Zung Depression Scale; PSS = Perceived Stress 
Scale; Dutch AIMS = the Dutch version of the Arthritis Impact Measurement Scales; BDI = Beck Depression Inventory; M-HAQ = modified HAQ. 
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ucation program for RA patients, using the self-efficacy 
approach (9). The results of this program were prom- 
ising. Evaluation showed beneficial short-term effects 
on knowledge, self-efficacy expectations about physi- 
cal functioning, outcome expectations, performance of 
relaxation and physical exercises, self-management ac- 
tivities, functional disability, and joint tenderness. Al- 
though after 14 months, many of the effects had dis- 
appeared, we still found effects on knowledge, the 
practice of physical exercises, and self-efficacy expec- 
tations about physical functioning. 
Most of the evidence presented here about the role 
of self-efficacy in arthritis is correlational in nature, so 
causal inferences cannot be made. However, some 
studies show that changes in self-efficacy are correlated 
with changes in health status in arthritis patients 
(37,39). Correlations between changes in self-efficacy 
and health status have also been found in other dis- 
eases (21-24). The significant correlations between 
changes in self-efficacy and changes in health status in 
arthritis patients do not prove that changes in self-ef- 
ficacy lead to changes in health status. It may be that 
improved health status affects self-efficacy, or there 
may be other factors that cause both to change (29). 
However, the effects of the Arthritis Self-Management 
Program on health status were greater when efficacy- 
enhancing strategies were incorporated in the course, 
which indicates that health status is influenced by self- 
efficacy (29). 
Further indications of the importance of self-efficacy 
come from cognitive-behavioral approaches to pain 
management (41). One of the assumptions underlying 
cognitive-behavioral treatment is that patients’ beliefs 
influence their coping efforts. Because of the unpre- 
dictable nature of RA, patients may believe that their 
pain is uncontrollable. This may lead them to use mal- 
adaptive, passive styles of coping with their pain, such 
as restricting social activities or catastrophizing (42). 
In cognitive-behavioral therapy, patients are taught to 
reconceptualize their problems (e.g., pain) from being 
uncontrollable to being manageable. The treatment is 
designed to enhance patients’ self-efficacy expectations 
about their abilities to exercise control over their pain 
and teach them to use more adaptive pain-management 
strategies, such as cognitive restructuring, attention di- 
version, relaxation exercises, imagery, and biofeedback 
(41,43). Several studies have supported the short-term 
effectiveness of cognitive-behavioral pain manage- 
ment programs for RA patients (43). The results of suc- 
cessful programs imply improvement in the area of 
self-efficacy and the use of adaptive coping styles 
(37,44). It would be worthwhile to integrate aspects of 
cognitive-behavioral therapy in educational programs 
based on the self-efficacy approach, as has been done 
by O’Leary et a1 (37). For RA patients who feel very 
helpless and engage in maladaptive coping, this might 
be a promising way to improve their self-efficacy in 
managing the consequences of their disease. 
Social influences 
The choice of activities that people undertake is 
greatly influenced not only by their self-efficacy ex- 
pectations, but also by their social environments. 
Whether people’s actions are socially impeded or sup- 
ported depends, in part, on how efficacious others per- 
ceive them to be (17). For RA patients, who are often 
dependent to some extent on their spouses, partners, 
or close relatives for the fulfillment of daily tasks, de- 
veloping adequate self-management behavior is a pro- 
cess that involves social interaction. The perceptions 
of the patient’s spouse or other close relatives of the 
patient’s capacities to cope with the consequences of the 
disease may be an important factor in that process (17). 
In a study of men who were undergoing cardiac re- 
habilitation, the spouse’s perception of the physical 
and cardiac capacities of the patient was found to affect 
exercise compliance and recovery (17,45). Active par- 
ticipation of patients’ spouses in an exercise program 
with treadmill activities increased the spouses’ per- 
ceptions of their husbands’ physical and cardiac effi- 
cacy, and had a positive effect on the patients’ recovery. 
Spouses who only observed or were uninvolved in the 
treadmill activities did not change their doubts about 
their husbands’ capacities (17,45). This study showed 
that wives who had positive beliefs about their hus- 
bands’ physical and cardiac capacities were more like- 
ly to encourage them to perform their exercises and 
resume an active lifestyle than were wives who doubt- 
ed their husbands’ capacities (17). 
Several studies of arthritis patients have shown the 
health benefits of supportive relationships (46,47). So- 
cial support has been found to correlate significantly 
with health status and the ability of patients to cope 
with the stressful consequences of arthritis. Some stud- 
ies have taken both positive and negative aspects of 
social interactions in close relationships into account. 
Manne and Zautra (48) found that women with RA who 
were frequently criticized by their husbands engaged in 
more maladaptive coping behavior. However, support 
that was perceived as being positive led to more adap- 
tive coping. In another study among RA patients, it was 
found that positive support from members of a close 
social network was related to less depression, while neg- 
ative support was related to increased depression (49). 
In an evaluation of the effects of a cognitive-behav- 
ioral program for the enhancement of pain management 
skills on pain, psychological status, and disease activity 
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in patients with RA, Radojevic et al (50) considered the 
possible effects of involving a family member. Cogni- 
tive-behavioral therapy with active involvement of a 
family member proved to be more effective than cog- 
nitive-behavioral therapy without family support, dis- 
cussion groups with family support, or a control group 
that did not participate in either cognitive-behavioral 
therapy or a discussion group. After the interventions, 
the patients who had received cognitive-behavioral 
therapy with family support achieved significantly 
greater reductions in joint swelling and numbers of 
swollen joints than did the patients in the other 3 
groups. 
As part of the study of the effects of our group self- 
management education program for RA patients, we 
examined whether the participation of spouses in ed- 
ucational group sessions for RA patients led to addi- 
tional beneficial effects (51). Data were collected from 
27 RA patients who participated in our group self-man- 
agement education program at baseline and after 6 
weeks, 4 months, and 14 months. Spouses were invited 
to participate. The spouses of 10 patients participated 
in the group sessions. We found statistically significant 
beneficial effects of spouses’ participation on perceived 
social support, self-efficacy regarding physical and en- 
durance exercises, self-efficacy regarding self-manage- 
ment, self-efficacy about coping with pain, and practice 
of endurance exercises as well as self-management ac- 
tivities. However, our study population was small, and 
spouse participation was not experimentally manipu- 
lated. Further methodologically sound studies on this 
important topic are needed. 
Criteria for educational self-management 
programs 
Based on the standards of arthritis patient education 
and the self-efficacy approach, criteria can be delin- 
eated for the development and evaluation of educa- 
tional self-management programs for arthritis patients. 
These criteria are partly based on criteria that have 
been developed in relation to self-management pro- 
grams for children with asthma (27,52,53). 
1. A thorough problem analysis. Patient education 
should be tailored to the needs of the patients. Before 
developing an educational intervention, there should 
be a thorough analysis of the health problems that pa- 
tients experience as well as the determinants of these 
problems. This can be done through a needs assess- 
ment survey among patients and/or by reviewing the 
scientific literature. 
2. The use of a theoretical model. Educational in- 
terventions should be based on a theoretical model that 
clearly indicates the reIationships between the meth- 
ods of influence that are used and the (behavioral) out- 
comes. We propose the use of educational methods 
based on the self-efficacy approach. 
3. An attempt to influence knowledge, behavior, and 
health status. Patient education should lead not only 
to changes in knowledge, but also to changes in be- 
havior (e.g., exercising, coping, problem-solving) and 
changes in health status (e.g., pain, disability, depres- 
sion). 
4. An attempt to teach effective self-management 
skills. Educational self-management programs should 
teach patients effective skills for the self-management 
of their arthritis. This means that these programs have 
to teach more than adherence to treatment. Many self- 
management skills are derived from cognitive-behav- 
ioral therapy. Important skills are the practice of phys- 
ical and relaxation exercises, problem-solving, deci- 
sion-making, strategies for coping with pain and stress, 
and communication. The learning and use of new skills 
demands a lot of effort and takes much training time. 
It is not enough to provide patients with information 
about these skills. The skills themselves should be 
practiced during educational sessions, and patients 
should be encouraged to practice at home and practice 
materials can be supplied to them. 
5. The use of effective methods of teaching self-man- 
agement skills and strengthening self-efficacy apprais- 
als. Often, only persuasive communication is used as 
an educational method. But, the transfer of knowledge 
alone does not necessarily lead to changes in behavior 
and self-efficacy. The most effective methods are those 
based on performance accomplishments (for example, 
goal-setting in contracts in combination with feedback) 
and vicarious experience (for example, having patients 
act as models for other patients). 
6. The involvement of people from the patient’s so- 
cial environment (spouse, close relatives). The per- 
formance of adequate self-management behavior de- 
pends in part on the support patients receive from their 
spouses or other close relatives. Whether a patient’s 
actions are supported and encouraged depends on how 
efficacious others perceive him or her to be. When pa- 
tients’ family members actively participate in self-man- 
agement education programs, their opinions may be 
influenced positively with regard to the patients’ ca- 
pacities. Of course, it will not always be possible to 
have spouses or other close relatives participate in pa- 
tient education (for example, when patients are single). 
While patient education can lead to significant im- 
provements, inclusion of family members may further 
enhance outcomes. 
7. A proper evaluation of the program’s effective- 
ness. The National Arthritis Advisory Board’s stan- 
dards for arthritis patient education demand that pa- 
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tient education programs demonstrate their effective- 
ness in maintaining or improving health status (1 ,Z) .  
Effects of educational programs on knowledge, behav- 
ior, and health status should be evaluated. In our view, 
the effectiveness of patient education should be eval- 
uated using experimental designs with experimental 
and control groups and pre- and post-test measures. A 
control or comparison group is necessary because in 
many cases of arthritis, a slow deterioration can be 
expected (14). Therefore, maintaining the same level 
of disability or pain in an educated group of patients 
could be considered a success. In this case, comparing 
the pre-intervention status to the post-intervention sta- 
tus in the educated group might lead to the wrong 
conclusion that the educational intervention was not 
effective. Furthermore, it is not enough to assess only 
the short-term effects of a few weeks or months. It is 
very important to assess the long-term effects of edu- 
cational interventions after 6 months or longer. Keefe 
and Van Horn (54) recently reviewed the long-term 
effects of cognitive-behavioral therapy, arthritis edu- 
cation interventions, and combined cognitive-behav- 
ioral therapy-arthritis education interventions for pa- 
tients with RA. They concluded that although some 
RA patients can maintain improvements in pain and 
disability for longer periods, other RA patients cannot. 
In the evaluation of our educational group program for 
RA patients, we also found that after 14 months, many 
positive effects had disappeared, although we still 
found positive effects on knowledge, self-efficacy, and 
the practice of physical exercise (9). 
Conclusions 
The effectiveness of arthritis patient education de- 
pends heavily on the quality of planning. That means 
a careful analysis of the problem, the behaviors in- 
volved, and the determinants of the behavior. Based 
on this analysis, an educational intervention can be 
developed. We reviewed an approach based on the self- 
efficacy paradigm and principles derived from it. These 
principles can serve as a basis for planning and eval- 
uating arthritis patient education programs. In patient 
education practice, however, it is not always possible 
or necessary to meet all the criteria. This does not mean 
that a program is less valuable. The necessity of meet- 
ing some of the criteria is dependent on the findings 
of a thorough problem analysis, the objectives of the 
patient education, and the available resources (person- 
nel, financial support). However, the model of patient 
education and the criteria we have presented can be a 
useful tool in evaluating and adjusting existing pro- 
grams or in developing new programs. 
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